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In the United States, studies consistently find racial and ethnic disparities in health status and health care. 1 Information specific to disparities in child populations in Iowa can help provide state policymakers with the necessary background information in order to make evidence-based changes in the health and well-being of children and families in Iowa. This report presents the results of an evaluation of racial and ethnic disparities in the health status and health care use of children in Iowa. In this study, we present information collected for children in 4 different racial/ethnic categories: African-American (non-Hispanic), white (non-Hispanic), and two groups of Hispanic children-parents who chose an English interview (referred to as Hispanic-English Interview (HEI) throughout this report) and those who chose a Spanish language interview (called Hispanic-Spanish Interview (HSI) throughout). In this report, preference for completing the interview in Spanish was seen as a proxy for lower comfort with the English language and less acculturation into the United States.
The Iowa Child and Family Household Health Survey
The The primary goals of the IHHS were to: 1) assess the health and well-being of children and families in Iowa, 2) assess a set of early childhood issues, 3) evaluate the health insurance coverage of children in Iowa, and 4) assess the health and well-being of racial and ethnic minority children in Iowa.
In this telephone-based interview, questions were asked from a wide range of topic areas encompassing health, overall well-being, and family environment. The 2005 survey included a special emphasis on nutrition, physical activity, and early childhood issues. Topic areas from the 2005 survey included:
• 
Marital satisfaction
The intent of the study was to provide information for policymakers and health planners about the status of families with children in Iowa from a social health perspective.
Methods
The 2005 IHHS was conducted using population-based telephone interviews with a sample of over 3,600 families with children in Iowa with a targeted oversample of African-American and Hispanic children. The interview included approximately 180 questions, which varied based on the number of questions relevant to the family being interviewed (e.g., families with a child with asthma answered additional questions about asthma; families with young children answered extra questions about child care, etc). The questionnaire was developed by the research team after evaluating many existing survey instruments including the National Survey of American Families (NSAF), and the National Health Interview Survey (NHIS). There are a number of different ways to identify racial and ethnic groups. In this study, each child's race/ethnicity was classified based on the parent's response to several questions that were similar to those used in the 2000 US Census. These questions were designed to partially distinguish between race and ethnicity, especially for children of Hispanic origin. Parents were able to select more than one race category for their child. Questions used in this study are as follows: For the purposes of this study, children who were identified as of Hispanic ethnicity and one racial identification category were considered Hispanic, regardless of racial identification. Children who were identified as having more than one race, whether or not they were also identified as of Hispanic ethnicity, were excluded from this study because there weren't enough children in any multiple-racial/ethnic grouping for meaningful analysis. Table 1 shows the number of children for whom data were Race/ethnicity was identified from parent self-report collected, by ethnic and racial classification:. Respondents were primarily mothers (75%) and fathers (20%). The other 5% of respondents included grandmothers (2%), step-parents (2%), and 1% other relatives, foster parents, or unrelated guardians. Because most of the respondents were either a mother or a father, respondents will be referred to as 'parents' throughout this report.
Comparisons were made in order to identify where disparities exist between different racial and ethnic groups. For this report, results are presented for children who were identified by their parents as African-American, HEI (Hispanic -English Interview), HSI (Hispanic -Spanish Interview), or white. These groups were compared on several factors, including:
Health Status
Ninety one percent of white children had an overall health status rating of 'excellent' or 'very good' compared to 77% of African-American children. Among Hispanic children, 74% of HEI children had an overall health status rating of 'excellent' or 'very good' compared to 50% of HSI children (Figure 1 ).
Figure 1. Overall health status (very good and excellent)
Over one-of-four African-American children (26%) in Iowa were reported to have a special health care need as defined by the CAHMI children with special health care needs screening tool. 4 In contrast, 8% of HSI children were reported to have a special health care need, followed by HEI children (13%), and white children (19%).
In this study, asthma was chosen as a chronic health condition of emphasis. About one-of-four African-American children (23%) have been diagnosed with asthma at some time in their life. In contrast, only 4% of HSI children, have been diagnosed with asthma, followed by HEI children (7%), and white children (9%) (Figure 2 ).
HSI children were reported to have the lowest health status 
Health Insurance Coverage

Children's health insurance coverage
About one-in-three HSI children (29%) did not have insurance at the time of the survey ( Figure 3 ). This compares to about 10% of HEI children that did not have insurance, followed by African-American children (5%), and white children (2%). Among those who had insurance, there were 14% of HSI children who were without insurance at some point in the previous 12 months, followed by AfricanAmerican children (4%), and HEI and white children (3%). Public insurance program participation also varied across the groups. About half of AfricanAmerican children (52%) were enrolled in the Medicaid or hawk-i programs as compared to one-third of HSI children (38%), one in five HEI children (20%), and one in eleven white children (9%). On the other hand, private insurance program participation had a different distribution across the groups. About nine out of ten white children (89%) had private health insurance, followed by seven in ten HEI children (71%). Less than half of AfricanAmerican children (44%) participated in private insurance programs, followed by onethird of HSI children (32%).
Almost
Among families with insurance, parents of HSI children were least satisfied their health insurance. They had the lowest proportion rating their coverage as excellent or very good (34%) and the highest proportion rating it fair or poor (21%). Almost all respondents across the groups indicated that they believed that it was very important for children to have health insurance (African-American: 99%, HEI: 96%, HSI: 92%, and white: 98%).
Questions were asked about awareness of Iowa's Children's Health Insurance Program, called hawk-i. About one-of-three parents of HSI children (35%) had heard of hawk-i. In contrast, about three-of-four respondents in the other groups indicated that they had heard of hawk-i (African American: 78%, HEI: 74%, and white: 72%) (Figure 4 ).
Half of African-American children were enrolled in a public insurance program (Medicaid or hawk-i) 
Parent's Health Insurance Coverage
Among the parents of the children, almost two-thirds of the parents of HSI children (65%) were uninsured ( Figure 5 ). In contrast, 18% of parents of African-American and HEI children were uninsured followed by 6% of the parents of white children. As for the type of insurance, parents of more than nine-of-ten white children (92%) had private insurance followed by 72% of parents of HEI children, 50% of parents of African-American children, and 33% of parents of HSI children. Parents of African-American children were most likely to be enrolled in a public insurance program (32%). 
Two-thirds of HSI parents were uninsured
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Only one-third of HSI parents had ever heard of hawk-i
Health Care Issues
Medical Care and Access to Health Care
Questions were asked about access to medical care among children. About one-inthree HSI children (37%) did not have a personal doctor or nurse. In contrast, 6% of white children did not have a personal doctor or nurse followed by 14% of AfricanAmerican and HEI children. Similarly, unmet need for medical care was much higher among HSI children with almost one-third (31%) having needed medical care but could not get it in the last 12 months. Unmet need for medical care was not an issue for the other groups with none of the African-American children or HEI children, and 1% of white children having needed medical care but could not get it in the last 12 months.
Preventive Care
Prevention was less of a problem for HSI children however. More than four-of-five children across all groups had preventive care such as a checkup or vaccination shots in the previous 12 months (African-American: 90%, HEI: 81%, HSI: 85%, and white: 81%). Also, the vast majority of children across all group had routine preventive care when they needed it in the previous 12 months (African-American: 98%, HispanicEnglish: 99%, Hispanic-Spanish: 96%, and white: 100%). HSI children were also most likely to have received anticipatory guidance (preventive counseling) from health providers, with the parents of half of the HSI children (51%) having received anticipatory guidance in the past 12 months, followed by 30% of white, and 29% of African-American and HEI children.
Dental Care
A question was asked about the child's overall dental health status. Similar to overall health status, HSI children has the lowest oral health status with one-fourth of the HSI children (24%) reported to have 'fair' or 'poor' overall dental health ( Figure 6 ). In contrast, less than one-in-twelve children across other groups had 'fair' or 'poor' overall dental health (Hispanic-English: 6%, African-American: 7%, and white: 4%).
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One-third of HSI children did not have a regular source of medical care As with medical insurance, HSI children were most likely to be without dental insurance (34%), compared to 20% of white and HEI, and 10% African-American children ( Figure 7 ).
One-quarter of HSI children were reported to have fair or poor oral health One-third of HSI children were dentally uninsured 12
Figure 7. Children dental insurance coverage
Sixteen percent of HSI children needed dental care but could not get it for some reason (unmet need). In contrast, less than one in twelve children across all other groups needed dental care but could not get it (HEI: 8%, African-American: 6%, and white: 3%). HSI children were also least likely to have a regular source of dental care or seek regular dental care. Seventy percent of HSI children had one main place to go for dental care compared to 78% of HEI children, 81% of African-American children and 93% of white children. Less than half of HSI children (42%) go to the dentist regularly (once/year) followed by 65% of African-American children, 67% of HEI, and 78% of white children (Figure 8 ).
Figure 8. Children who have regular (once/year) dental care visits
However, more than four-of-five HSI children (82%) brushed their teeth twice or more times per day followed by 72% of African-American children, 68% of HEI children, and 65% of white children.
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Emotional and Behavioral Health
Fewer HSI children (4%) needed care for emotional and behavioral health than any other group (white: 7%, African-American: 8%, and HEI: 11%) during the previous 12 months.
In order to better understand the behavioral and emotional health status of children, respondents were asked a series of six questions. The responses were then combined for analysis as a scale score of the behavioral and emotional health of children. These questions were only asked of parents of 6-17 year old children.
There was a core set of three questions, plus another three items in each of two age groups pertaining more specifically to children in those groups (ages 6-11 and 12-17). Questions included how often during the past month the child: didn't get along with other kids; couldn't concentrate or pay attention for long; was unhappy, sad, or depressed.
Parents of 6-11 year old children were also asked how often during the past month the child: felt worthless or inferior; was high-strung or tense; acted too young for his or her age. Parents of 12-17 year olds were asked how often during the past month the child: had trouble sleeping; lied or cheated; did poorly at schoolwork.
After scoring these items together, 9% of African-American children and 8% of HSI children, scored as having a high level of behavior problems, followed by the other two groups 6% HEI children and 5% of white children.
Lifestyle and Behavior
Child's weight
Parents' perception of their child's weight status differed by race. African-American children (66%) had parents who were least likely to report that their child weighed "the right amount" as compared to more than seven out of ten Hispanic and white children (HEI: 72%, HSI: 75%, and white: 77%). Parent-reported height and weight were collected in an attempt to calculate children's Body Mass Index (BMI), a common measure of a person's appropriate weight. However, parent-reported heights and weights appeared inconsistent with measured norms and could not be used for these analyses.
Physical Activity
HSI children were most likely to be moderately or vigorously active. About twothirds of HSI children (64%) did moderate activities everyday for at least 30
14 HSI children were least likely to have been reported to need emotional or behavioral health care
AfricanAmerican children were least likely to have had parents who reported that they weighed the 'right' amount minutes in the previous week. In contrast, 47 % of HEI and African-American children did moderate activities for at least 30 minutes followed by white children (36%). When asked about how many days the child did vigorous activities for at least 20 minutes, about one-third of HSI children (35%) did vigorous activities everyday last week followed by African-American (22%), HEI (19%), and white (10%) children. One in five HSI children (21%), however, did not do any vigorous activities at all in the previous week (white: 15%; HEI: 14%, and African-American: 14%).
Overall eating patterns
A scale was constructed using 4 items of the questionnaire to evaluate the adequacy of the child's eating patterns. This scale measured whether children met standard dietary guidelines for the following factors: 1) always ate breakfast, 2) ate 2 fruit servings daily, 3) ate 3 vegetable servings daily, and 4) did not drink any soda. Factors were each dichotomized (0 = didn't meet recommendation, 1 = met recommendation) and then summed to create a 5-point scale (0-4). The proportion meeting all dietary guidelines was low for all groups with no significant difference by racial/ethnic groups. The overall mean was 2.26, (standard deviation 1.13) (African-American mean: 2.07, HEI mean: 2.25, HSI mean: 2.41, and white mean: 2.27). About one-inten HSI children (10%), met all four criteria followed by 11% of African-American, 13% of white, and 15% of HEI children. On the other hand, 3% of HSI children did not meet any of four criteria followed by 8% of white and HEI children, and 9% of African-American children.
Parenting Stress
Parenting stress was defined using 16-items and scaled using standardized criteria for symptoms suggesting levels of parenting stress. About four-fifths of the parents of African-American children (81%) reported moderate or high parenting stress followed by 76% of white and HEI parents who reported moderate or high parenting stress. In contrast, just more than half of HSI parents (54%) reported moderate or high parenting stress ( Figure 9 ). 
Household and Parents' Characteristics
The vast majority of households had three children or less, with 40% of AfricanAmerican children being the only child in the household (Figure 11 ). The federal percent poverty varied significantly across groups. Three-fourth of HSI households (75%) qualified as 200% or less of the federal poverty level (FPL) followed by the households of African-American (54%), HEI (21%) and white (12%) children ( Figure  12 ).
Figure 11. Number of children in the household
The age of randomly chosen children about whom the interview was conducted tended to be younger for the Hispanic groups. About one-third of the Hispanic children (HSI: 37% and HEI: 33%) were 4 years or younger compared to approximately one-fourth of white (27%) and African-American (25%) children (Figure 13 ). When asked about the marital status of the child's parents, slightly more than onehalf of African-American parents (51%) were married. In contrast, about four-fifths of other parents reported being married (HSI: 80%, HEI: 87%, and white: 91%) (Figure 14) . 
Conclusions
There were several significant health disparities found between children from different racial/ethnic backgrounds. The most salient differences for health status and access to care issues were for children of parents who chose to complete the interview in Spanish (HSI children). We are attributing interest in completing the interview in Spanish with less English language skills and less knowledge/ acculturation with the Iowa or US health care system.
Overall, HSI children were more likely to report barriers to accessing medical and dental care. Also, HSI children had the lowest overall health and oral health status but fewer children categorized as having a special health care need. They were less likely to be thought to need medical care. They were significantly more likely to be uninsured and rated their insurance lower if they had coverage. Language/ acculturation also seemed to be a factor in the lower level of awareness of Iowa's Children's Health Insurance Program, called hawk-i among HSI parents.
On the other hand, HSI children were more likely to have healthier habits such as more physical activity and less screen time. They were also more likely to report having received anticipatory guidance and were less likely to have behavioral problems.
African-American children were most likely to have public insurance coverage, to have dental insurance, be in a household with the highest levels of parenting stress and the highest single parent household rate, and the highest rates of asthma. They were least likely to be reported to have the correct weight.
While studying health disparities among Iowa children is important, these results should be interpreted carefully because children were grouped by race/ethnicity and not by other factors that could influence these outcomes such as poverty, geographic region or available health care resources and thus do not answer why they are occurring (purely associations). Important questions remain such as:
• the implications of language choice of the parent for completing the interview • the influence of the health care system • cultural issues in care seeking behavior • cultural issues in responding to the interview • social environmental factors Overall, the race/ethnicity of Iowa children was associated with a number of poorer outcomes that should be of concern to policymakers and for which further study and action is warranted to make sure all Iowa children have the same chance of growing up successfully and healthfully. 
